Background {#Sec1}
==========

Diabetes mellitus (DM) is one of the major public health issue of the twenty-first century \[[@CR1]\] bearing a heavy burden of morbidity and mortality worldwide \[[@CR2]--[@CR4]\]. It is now among the top ten leading causes of death globally \[[@CR5]\] and the number of people affected in sub-Saharan Africa (SSA) is growing fast as compared to the other regions of the world \[[@CR6]\]. Per World Health Organization (WHO)'s estimates, the number of people living with diabetes will rise from 171 million in 2000 to 366 million in 2030 \[[@CR7]\]. Every year, more than 1 million people die from diabetes and about 10 million develop disabilities and life-threatening complications \[[@CR7]\]. Three out of four people with DM live in low-and-middle-income countries \[[@CR3]\] and it is a contributing factor to heart diseases and stroke. The rising burden of DM is an important challenge for the health systems of SSA countries where the health care provision has been long shaped to battle against emergencies and outbreaks of infectious diseases \[[@CR8]\]. The training of the health care workforce and the systems management of the health services in place are not always adapted to chronic conditions \[[@CR9]\]. In the face of the emerging epidemic of DM, the World Health Assembly adopted the global strategy for integrated prevention of non-communicable diseases \[[@CR10]\]. In 2011 the International Diabetes Federation (IDF) developed the first global plan against diabetes with a view of mobilizing and guiding initiatives against diabetes. These initiatives are based on global estimates of the disease burden including data from SSA \[[@CR2], [@CR3], [@CR6]\]. Most of the key determinants of DM have also been well documented in the literature. These are: socioeconomic status, obesity, Physical inactivity and growing urbanization \[[@CR11]--[@CR17]\]. However, as an ill-prepared and a region with the highest growth rates of DM over the last decade, the situation in SSA Africa requests more attention and local and specific strategies drawn on real epidemiologic data are needed. Studies conducted in this region over the past 10 years showed important disparities between countries with reported burden of the disease ranking from very low prevalence to very high prevalence \[[@CR6]\]. Life style related factors play an important role in the occurrence of DM. These are known to be highly context specific, making it also important to study the predictors of DM in each context. Very often Type 2 diabetes is preceded by a pre-diabetes status when it is still possible to initiate timely preventive interventions \[[@CR18]\]. Despite the acknowledge that pre-diabetes patients are at high risk of developing DM and the benefits of risk stratification for preventives strategies \[[@CR19]--[@CR21]\], very few studies in LMIC have reported on overall abnormal glucose regulation (AGR) accounting for pre-diabetes status.

In Burkina Faso, data on DM are remarkably scarce and the available estimates were derived from data of neighbour countries ("within the same data region") that were deemed similar enough to provide accurate estimates \[[@CR2]\]. With the recent availability of population level data obtained with the first survey on the prevalence of major risk factors for non-communicable diseases in Burkina Faso (Stepwise approach to Surveillance of chronic diseases), we aim at (i) determining the prevalence of DM and overall AGR and (ii) identifying their associated predictors in a nationally representative sample of the adult population of Burkina Faso.

Methods {#Sec2}
=======

Study settings {#Sec3}
--------------

Burkina Faso is a landlocked country located in the heart of the west African region. Around half of its 18 million inhabitants live below the line of poverty and the majority of the population (77.30%) live in rural areas \[[@CR22]\]. The country faces a persistent high burden of diseases with a mix of endemic and epidemic diseases \[[@CR23]\]. In recent years, a gradual increase in the burden of non-communicable diseases has been observed \[[@CR24]\] along with traditional infectious diseases such as malaria and meningitis. The prevalence of DM was estimated at 3% in 2011.

Study design and population {#Sec4}
---------------------------

We carried out a cross-sectional study that consisted of a secondary analysis of the STEPS survey data. The survey was carried out on a nationally representative sample of adults from September 26 to November 18, 2013.

The study participants were adults of both sex (men and women) residing in the country during the data collection period. Were considered in the survey individuals with the following criteria: age greater or equal to 25 years and less or equal to 64 years on the day of the survey and being resident in the country for at least the last six (06) months. People with important disabilities (serious mental disorder, hearing or intellectual disability) that affect their ability to answer the survey questions were excluded from the survey. An appointment was made if the selected person in the household was absent on the day of the survey. Selected individuals who remained absent after two (02) unsuccessful visits to the households were classified as refusal.

Sampling and sample size calculation {#Sec5}
------------------------------------

A stratified three-stage cluster sampling proportional to the size was used to select participants in the study. The enumeration areas (EAs) constructed from the 2006 general census of the population and housing (GCPH 2006) and updated in 2010 during the Demographic and Health Survey (DHS) in Burkina Faso serve as clusters. A full description of the EAs is available elsewhere \[[@CR25]\]. The sample was stratified to ensure adequate representation of both rural and urban residential status. An excel spread sheet was used to draw the households to be surveyed from each selected cluster; at the third stage, the selection of individuals in households was made randomly using the Kish method \[[@CR26]\]. In each household, one individual aged 25--64 years residing in the household was selected to participate in the survey. In the primary study the sample size calculation was based on the prevalence of hypertension as primary outcome. It was estimated that a minimum sample size of 4785 was required to measure the prevalence of hypertension with a precision of 5% with an anticipated prevalence of hypertension estimated at 29,4% and accounting for the design effect set at 1.5 and the subgroups analysis with 8 subgroups (4 age groups and 2 sex groups or rural vs urban groups). The non-response rate was anticipated to be 20%. The minimum sample size was calculated using the following formulae: $\documentclass[12pt]{minimal}
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                \begin{document}$$ n=\left(\frac{Z_{\alpha}^2\ast P\left(1-P\right)}{e^2}\ast 1.5\ast 8\right)/0.8 $$\end{document}$. The survey was conducted on a sample of 4800 persons and 4417 were finally included in our analysis. With this sample size and diabetes prevalence estimated at 4% in the unexposed group (general population) and an assumed increase risk of 1.5 times among exposed group, our study has 86.2% statistical power.

The data collection consisted in face-to-face interviews conducted using a standardized questionnaire adapted from WHO's STEPS surveys questionnaires. The questionnaires were implemented in Personal Digital Assistants (PDAs). Physical and biochemical measurements were carried out on the same day. Biochemical measurements comprised blood glucose level, cholesterol (total, LDL and HDL) and triglycerides levels and were conducted on fasting participants. A minimum of 8 h fasting was required and an appointment for the next day was made for participants that did not meet this criterion. Data collection was conducted by fieldworkers with medical training background (either medical student or nurses) supervised by a study medical doctor. Fieldworkers underwent a 5-days training including a field pre-test of the study instruments prior to the commencement of the real survey.

Study variables measurements and definitions {#Sec6}
--------------------------------------------

The glucose level was measured using fasting capillary whole blood glucose level. All biochemical measurements were obtained using a portable device (*CardioChek P•A™ SILVER)* that performs the glucose, the cholesterol and triglycerides measurements using a whole blood sample obtained from a finger prick. This technique is analogous to the "point-of-care testing" widely used for the diagnosis and monitoring of diabetes \[[@CR27], [@CR28]\]. The WHO cut-offs levels for capillary whole blood glucose were used to define different glucose regulation statuses (normal, abnormal and diabetes). A blood glucose level \< 5.6 mmol/l (100 mg/dl) was classified as normal glucose regulation. Participants with a blood glucose level ≥ 6.1 mmol/l (110 mg/dl) or those that reported current use of anti-diabetic treatment were defined as having diabetes. Overall AGR status was defined by either having diabetes or having a blood glucose level ≥ 5.6 mmol/l (100 mg/dl) \[[@CR29]\]. The above cut-points for diabetes and AGR are defined for whole blood glucose measurements. Recent published cut-points are based on plasma glucose measurements and are as following: normal (≤6 mmol/l), diabetes (≥7 mmol/l) and AGR (6.1--6.9 mmol/l) \[[@CR30]\]. Whole blood measurements can be converted into plasma levels. Adding a converting factor of 1.1 to the whole blood glucose level to derive the equivalent plasma level was found reasonable \[[@CR31]\]. This conversion is however subject to caution as the difference between the two measurements depends on the haematocrit and likely other personal characteristics \[[@CR32]\]. The sensitivity analysis carried out using the cut-points for plasma glucose showed no significant difference in prevalence of diabetes using both types of cut-points. The prevalence of the overall AGR was however different using both types of cut-points. We reported both results in Fig. [1](#Fig1){ref-type="fig"}. Because equating glucose levels from one measuring procedure to another is subject to uncertainties and different converting factors are found in the literature \[[@CR33]\], we only interpreted the results based on the cut-points for whole blood measurements.Fig. 1Diagram flow of the study participants. As we analysed secondary data, this figure depicts the criteria that were applied in selecting the study participants and the numbers that were affected by these criteria

The total cholesterol level was considered high if \> 2 g/l (5.2 mmol/l). Socio-demographic and behavioural factors were also recorded: aside the socio-demographic characteristics (gender, age, marital status, educational status and occupation), the questionnaire covered smoking habits, alcohol use, dietary habits, and physical activity pattern. The WHO STEPS questionnaire is a validated questionnaire \[[@CR34]\] that have been broadly in use in several settings for years. Second-hand smoke was defined by regular exposition to smoking in one's home or closed working place and former smoking referred to previous smokers who reported having quitted smoking.

Anthropometric measures recorded include the height, the weight and the waist. The height was measured in cm using a statometer on a subject without shoes and the weight was measured in kg using a person scale on subject in light clothing and without shoes. The Body Mass Index (BMI) was calculated as weight (kg)/height2 (m) and was used as a measure of total body obesity while the waist circumference (cm) was used as a marker of abdominal obesity. The BMI was considered normal if between 18.5 and 24.9, underweight if \< 18.5, overweight if between 25 and 29.9, and obese if \> 30. The waist circumference was considered: normal (less than 94 cm for men and less than 80 cm for women) or high (greater than or equal to 94 cm for men and higher than 80 cm for women).

Statistical analysis {#Sec7}
--------------------

The dependent variables were diabetes status and abnormal glucose regulation. All analyses were performed using Stata version 14.1. All the analyses were weighted based on the probability of each participant to be selected in the sample and based on complete cases analysis. We computed the standardized prevalence using direct standardization and WHO world standard population as standard population. We first re-calculated the percentages of the WHO world standard population that would have been in each age group if it was restricted to the age span (25--64) of our population. We then derived the standardized age specific prevalence by multiplying each age specific prevalence found in our population by the corresponding population proportion in the standard population. And we finally sum up the standardized age specific prevalence to get the overall standardized prevalence.

In univariate analysis, Chi-square tests and Fisher exact test were used for categorical covariates and independent two samples t-test for continuous covariates. We fitted a multivariable logistic regression model to determine the factors associated with diabetes and abnormal glucose regulation. Robust standard errors were computed to account for the clustered nature of the data. Epidemiologic relevance was used to select variables in the multivariable analysis. Nested models were compared using the Akaike's and Bayesian information criteria (AIC and BIC). The rule of parsimony was applied to choose the final model. Associations were considered significant if *p* ≤ 0.05.

Results {#Sec8}
=======

Background characteristics {#Sec9}
--------------------------

Out of the 4800 respondents, 231 (4.8%) were excluded from the analysis because of refusal and missing data on blood glucose. Also152 women that were pregnant (3.2%) at the time of the survey were excluded from the analysis (see Fig. [1](#Fig1){ref-type="fig"}). We analysed a total of 4417 individuals (92.0%), among whom 2218 (52.7%) were female. The age group 25--34 years was the most represented (40.7%) and a vast majority of the participants had never gone to school (77.5%) and were married (72.8%). The overall prevalence of obesity was 4.9% and 849 (19.9%) had high blood pressure. Regarding family history of diabetes, 4.8% of respondents had a history of diabetes in the family. Further characteristics of the study sample and their distribution per glucose regulation status are summarized in Table [1](#Tab1){ref-type="table"}.Table 1Background characteristics of study participants according to blood glucose regulation statusAll sampleGlucose regulation statusNormalHave diabetesHave AGR^a^n%n%n% (95% CI)n% (95% CI)Age groups 25--34 years194340.7181793.4804.5 (3.5--5.8)1266.6(5.4--8.0) 35--44 years112427.9101891.0695.8(4.4--7.5)1069.0(7.2--11.1) 45--54 years81919.473689.5506.9(5.0--9.5)8310.5(8.2--13.4) 55--65 years53112.046685.2438.7(6.2--12.2)6514.8(11.3--19.1)Gender Male219947.3200690.31286.3(5.1--7.7)1939.7(8.2--11.4) Female221852.7203191.71145.4(4.4--6.7)1878.3(7.1--9.8)Education None341877.5313691.41735.3(4.5--6.3)2828.6(7.5--9.8) Primary68015.161890.4467.6(5.4--10.6)629.6(7.2--12.8) Secondary2125.118787.4167.9(4.5--13.4)2512.6(7.9--19.5) Tertiary992.38890.477.1(3.2--15.1)119.6(5.0--17.6)Residence Urban96327.286088.9728.0(6.1--9.4)10311.1(8.9--13.9) Rural345472.8317791.81705.0(4.2--6.0)2778.1(7.2--9.3)Marital Status Single3186.929593.6144.6(2.5--8.2)236.4(4.0--10.1) Married379387.0346691.12156.0(5.1--7.0)3278.9(7.9--10.1) Divorced/Widow3016.127187.1135.0(2.7--9.1)3012.9(8.6--18.9)Smoking Status Never214749.2198192.6974.4(3.5--5.5)1667.4(6.2--8.8) Current Smoker90119.682590.6506.0(4.4--8.2)769.4(7.3--12.2) Former Smoker1412.811883.51510.6(6.0--18.1)2316.5(10.6--24.7) Second Hand Smoking122728.4111289.4807.7(6.0--10.0)11510.6(8.7--13.0)History of diabetes No348479.3317590.51996.2(5.3--7.2)3099.5(8.3--10.8) Yes2044.819093.8114.7(2.3--9.2)146.2(3.4--11.2) Don't know72915.967292.7324.5(3.0--6.6)577.3(5.5--9.8)HBP No356880.1330292.11705.3(4.4--6.3)2667.9(6.9--9.1) Yes84919.973586.8728.2(6.3--10.5)11413.2(10.7--16.2)Daily frut intake  \< 5 Portions420896.4386791.72215.4(4.6--6.3)3418.3(7.4--9.4)  \> =5 Portions1603.612774.51816.3(9.5--26.5)3325.5(17.3--35.8)Waist circumference Normal377383.8347491.51885.4(4.5--6.3)2998.5(7.5--9.7) Elevated64016.256088.7538.1(6.0--11.0)8011.3(8.9--14.4)BMI 18.5--25313569.5289892.21494.8(4.0--5.8)2377.8(6.7--9.0)  \< 18.549811.944988.5276.5(4.1--10.2)4911.5(8.3--15.7)  \> 25--29.958013.751789.9427.0(5.0--9.7)6310.1(7.6--13.3)  \> =301924.916383.22315.1(9.5--23.0)2916.8(11.1--24.7)Total cholesterol Normal429197.1393791.42245.5(4.8--6.5)3548.6(7.6--9.6) Elevated1242.99876.61815.5(9.3--24.7)2623.4(15.2--34.2)Physical activity Low64818.158189.0498.2(6.0--11.2)6711.0(8.4--14.2) Moderate104527.595791.7585.8(4.3--7.8)888.3(6.5--10.5) High214654.4195890.71145.6(4.5--6.9)1889.3(7.9--11.0)Alcohol use Never303668.7279792.01535.4(4.5--6.5)2398.0(6.9--9.3) Every Day2916.626488.5176.0(3.6--10.0)2711.5(7.4--17.3) 3--6 Times per Week3227.228489.1246.4(4.1--10.0)3810.9(7.6--15.5) 1--2 Times per Week3889.035090.8246.1(3.7--9.8)389.2(6.3--13.2)  \< 1 Day Per Week3758.533786.9248.2(5.1--13.0)3813.1(9.1--18.3)Standardized prevalence (using WHO world standard population)6.1(5.4--6.9)9.6(8.7--10.5)^a^*AGR* Abnormal Glucose Regulation

Prevalence of diabetes and AGR {#Sec10}
------------------------------

The overall prevalence of DM in our study was 5.8% (CI~95%~: 5--6.7). The lower prevalence was noted in the Cascades region with 1.3% while the highest pertained to the Centre region with 10.6% (result not shown). The prevalence of DM was higher in urban area (8%; (CI~95%~: 6.1--10.4) as compared to rural area (5%; CI~95%~:4.2--6.0). Among all those that were classified diabetics, only 3,6% previously knew their disease status before the survey. There was no statistically significant difference between the prevalence of DM in males (6.3%; CI~95%~: 5.1--7.7) and females (5.4%; CI~95%~:4.4--6.7). The overall prevalence of AGR was 9% (CI~95%~:8.0--10.1) and there was no significant difference between males and females (9.7%; CI~95%~:8.2--11.4 vs 8.3%; CI~95%~:7.1--9.8) and between urban and rural residents (11.1%; CI~95%~:8.9--13.9 vs 8.1%; CI~95%~:7.2--9.3). The distribution of the prevalence of DM and AGR per age groups and gender is presented in Fig. [2](#Fig2){ref-type="fig"}. In both sexes the prevalence of DM and AGR roughly increases with age. However, the increase is more marked in women after 54 years. The adjusted prevalence of DM and AGR using the WHO world standard population were respectively 6.1% (CI~95%~: 5.4--6.9) and 9.6% (CI~95%~: 8.7--10.5).Fig. 2Prevalence of DM and AGR per age groups and sex. We present in this figure the prevalence of diabetes mellitus and overall abnormal glucose regulation per age groups and stratified by gender using both types of cut-points: The cut-point for whole blood glucose measurement and the cut-point for plasma glucose measurement. 95% CI intervals were added to the figures

Predictors of DM and AGR {#Sec11}
------------------------

The results from the multivariate analysis are presented in Table [2](#Tab2){ref-type="table"}.Table 2Risk factors for DM^a^ and AGR^b^ in multivariable analysisDiabetesAGRUnivariate analysisMutivariable analysisUnivariate analysisMutivariable analysisOR^c^95% CI*P*-valueAOR^d^95% CI*P*-valueOR95% CI*P*-valueAOR95% CI*P*-valueAge groups 25--34 years11.011.0 35--44 years1.30.9--1.90.2031.20.8--1.90.3131.4\*1.0--1.90.0381.31.0--1.90.086 45--54 years1.6\*1.0--2.40.0401.51.0--2.40.0621.7\*\*1.2--2.40.0041.6\*1.1--2.30.011 55--65 years2.0\*\*1.3--3.20.0021.9\*\*1.2--3.00.0092.5\*\*\*1.7--3.60.0002.3\*\*\*1.5--3.40.000Gender Male11.011.0 Female0.90.6--1.20.3290.90.6--1.30.5480.80.7--1.10.1960.90.7--1.20.401History of diabetes NO11.011.0 YES0.70.4--1.60.4430.50.3--1.10.0830.60.3--1.20.1740.5\*0.3--0.90.032 Don't know0.70.5--1.10.1350.80.5--1.20.2630.80.5--1.10.1090.80.6--1.10.211Residence Urban11.011.0 Rural0.6\*\*0.4--0.90.0050.80.5--1.20.3030.7\*0.5--0.90.0200.80.6--1.20.349Education None11.011.0 Primary1.51.0--2.20.0691.20.8--1.90.2981.10.8--1.60.5041.10.7--1.50.728 Secondary1.50.8--2.80.1881.00.5--2.10.9571.50.9--2.60.1191.20.7--2.20.517 Tertiary1.40.6--3.20.4820.90.4--2.40.9061.10.6--2.30.7380.90.4--2.00.840BMI 18,5--2511.011.0  \< 18,51.40.8--2.30.2291.40.8--2.40.2141.5\*1.0--2.30.0301.5\*1.0--2.30.041  \> 25--29,91.51.0--2.20.0631.30.8--2.10.2331.30.9--1.90.1071.20.8--1.70.354  \> =303.5\*\*\*2.0--6.10.0002.6\*\*\*1.5--4.70.0012.4\*\*\*1.5--4.00.0011.8\*1.1--3.10.025Smoking Status Never11.011.0 Current Smoking1.40.9--2.10.1181.30.9--2.10.1981.30.9--1.80.1331.20.8--1.70.400 Former Smoking2.6\*\*1.3--5.00.0052.0\*1.1--3.90.0302.5\*\*1.4--4.20.0012.0\*1.1--3.30.013 Second Hand Smoking1.8\*\*1.3--2.60.0011.7\*\*1.2--2.40.0061.5\*\*1.1--2.00.0091.4\*1.0--1.90.030Total cholesterol Normal11.011.0 Elevated3.1\*\*\*1.7--5.70.0002.1\*1.1--4.00.0243.3\*\*\*1.9--5.60.0002.6\*\*1.4--4.70.002^a^Diabetes Mellitus^b^Abnormal Glucose Regulation^c^Odds ratio^d^Adjusted OR\**p* \< 0.05\*\**p* \< 0.01\*\*\**p* \< 0.001

Our analyses identified the following as significant risk factors for diabetes mellitus:

Age, with greater age exposing to greater risk of diabetes. As compared to 25--34 years old, being in the age groups of 45--54 years and 55--64 years increased someone's odds of having diabetes respectively 1.5 (*p* = 0.062) and 1.9 (*p* = 0.009) times. Obesity, as compared to normal, obese persons had more than twofold odds increased of having diabetes (OR = 2.6; *p* = 0.001); Former smoke and second-hand smoke increased respectively 2 times (OR = 2; *p* = 0.03) and 1.7 times (OR = 1.7; *p* = 0.006) the odds of DM as compared to never smoke.

Elevated total cholesterol level was associated with increased odds of DM (OR = 2.1; *p* = 0.024). The same predictors were also found significantly associated with AGR with the noticeable difference that persons with an history of DM in their family were 50% less likely to have an AGR (OR = 0.5; *p* = 0.032) as compared to those who didn't have such antecedent. As compared to normal BMI, underweight persons had also a 50% odds (0R = 1.5; *p* = 0.041) increase of having an AGR.

Discussion {#Sec12}
==========

Diabetes mellitus is growing fast in SSA. Our study sought to provide current and valid epidemiological estimates from Burkina Faso. The prevalence of DM and AGR were respectively 5.8% and 9% in our study. There was no significant association between both glucose regulation statuses and gender. We found a rural versus urban significant difference for the prevalence of DM and not for the prevalence of overall AGR. Smoking status (former smoke and second-hand smoke), BMI (obesity), age (greater age) and total cholesterol (high level of total cholesterol) were significantly associated with and increased odds of DM and AGR. The prevalence of DM in our findings is higher than that reported for Burkina Faso in the global estimates of diabetes by Whiting et al. \[[@CR2]\] in 2011 (3.0%). It's even higher than the projected level for the year 2030 in the same study (3.6%). Our prevalence is however similar to the average prevalence for the whole Africa in the same study (5.9%). Also, comparable to our result was that reported by Hilawe et al. \[[@CR35]\] who found in a meta-analysis an average diabetes prevalence of 5.7 \[95% CI 4.8 to 6.8\] in sub-Saharan Africa. Previous prevalence of DM in Burkina Faso was derived from either smaller size studies or from data pertaining to neighbour countries of Burkina Faso. To the best of our knowledge, our study is the first to report on a national representative sample. We found a difference between the rural and urban areas in the burden of DM, but this difference did not hold in multivariable analysis. The prevalence of overall AGR was similar between rural and urban residents suggesting finally that the burden of the disease may not truly differs between rural and urban areas. Findings of similar prevalence in rural and urban areas were reported by Baldé N. et al. \[[@CR12]\] in Guinea. However, these results contrast with that reported in other studies in Africa \[[@CR11], [@CR36]\] which showed a significantly higher prevalence in urban compared to rural area. The differences between studies may reflect true contextual differences in life styles (northern Africa vs western Africa). Albeit we saw differences in physical activity, fat intake, BMI and lipid profiles between urban and rural areas, it seems that both rural and urban residents are equally affected by the rising burden of diabetes in Burkina Faso.

Factors associated with diabetes in Burkina Faso {#Sec13}
------------------------------------------------

As for many NCDs, ageing is a risk factor for diabetes. The 45--54 and 55--64 years age groups were more likely to have diabetes compared to the age group of 25--35 years. These results are similar to those reported in other studies conducted elsewhere \[[@CR12], [@CR24], [@CR25]\].

The role of sex is however more controversial. Our study observed no relation between sex and both DM and AGR. Duboz et al. \[[@CR14]\] in Senegal noted a risk 1.59 times higher in women (*P* \< 0.05), while a meta-analysis of 36 cross-sectional studies found overall similar prevalence between both sexes (OR: 1.01, 95% CI: 0.91 to 1.11) with however, regional specificities: higher prevalence among women in southern Africa, lower prevalence among women in East and Central Africa and in low- income sub-Saharan Africa \[[@CR35]\].

The anthropometric and metabolic factors associated with diabetes in our study are BMI and total cholesterol. The role of these factors has been broadly reported. A meta-analysis conducted in 49 developing countries \[[@CR6]\] noted that malnourished people with overweight or obesity were more exposed to getting diabetes than those with a normal BMI. Mayega et al. \[[@CR16]\] in Uganda, Duboz et al. \[[@CR14]\] in Sénégal also showed that overweight / obesity was a risk factor for diabetes. Total cholesterol is also a known biomarker associated with diabetes \[[@CR37]\]. We believe that the prevalence of poor lipid profile along with the high prevalence of overweight / obesity (18.6%) as well as eating habits will be important contributing factors to the increase in the prevalence of diabetes in the future. Former smoke and second-hand smoke were found to be significant predictors of DM and AGR in our study. The association between smoking status and DM was not confirmed in many studies. The difference may be due to these studies looking only at current and personal smoking. A smoker with fragile health status may quit smoking or urge to do so by health care workers making it difficult to find the association between current smoking and the disease. In opposite to some other studies \[[@CR16]--[@CR18]\], family history of diabetes was protective against DM and AGR in our study. The knowledge that one is at greater risk of DM may drive relatives of affected patients to have a healthier life style.

Study limitations {#Sec14}
-----------------

We report here the results of the first nationally representative survey on the prevalence and risk factors for diabetes in Burkina Faso. The study is however entitled to some limitations. The first limitation stems from the cross-sectional nature of the data that limits the possibility of deriving causal inferences. Glucose measurements were taken at only one occasion and could not be repeated as requested for the diagnosis of diabetes in the gold standards \[[@CR38]\] and the device used performs whole blood glucose measurement instead of plasma glucose widely used in recent studies. The measurement of most exposures was based on the recall of respondents and some well-known risk factors for diabetes were not included in the study because data on these variables have not been collected during the STEPS survey. Part of such variables is the socio-economic status.

Conclusion {#Sec15}
==========

We report on the burden of diabetes and AGR and their associated risk factors in a nationally representative sample of the adult population in Burkina Faso. Our data showed an important burden of diabetes in Burkina Faso with urban and rural settings equally affected. Many risk factors identified in this study are modifiable. Appropriate health policies that promote healthy life style are thus needed to curb this disease which will be one of the main concerns in public health over the next 50 years worldwide.
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